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Background. The Khyber Pakhtunkhwa province of North-West Pakistan has endured increased levels of violence in
recent years. The psychological sequelae of such trauma including the presence of dissociative symptoms has been
minimally investigated to date. The study examines psychopathology experienced including the presence of dissociative
symptoms, and ascertain what factors are potentially predictive of these symptoms.

Method. Third-level students (n= 303) completed psychometric instruments relating to their experience of traumatic
events and assessed depression, anxiety and dissociative symptoms.

Results. Symptoms suggestive of post-traumatic stress disorderwere evident in 28% of individuals. Symptoms relating to
intrusive experiences and alterations in reactivity predicted dissociative, depressive and anxiety symptoms (p< 0.01).

Conclusion. Trauma related to violence in this study was associated with significant pathology including dissociative
symptoms. Identification and subsequent treatment of dissociative symptoms in individuals who have experienced trauma,
may have a significant ameliorating effect on levels of functioning and thus should be included in clinical assessment.
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Introduction

Over the last 10 years, there has been increasing reports
of violence in Pakistan (Filza, 2015; Anwar, 2016); with
some regions including the Khyber Pakhtunkhwa
province of North-West Pakistan particularly affected
(Khan, 2014). This has resulted not only in high
mortality rates, but also in high levels of psychiatric
pathology and social deprivation (Khalily et al., 2011).
Increased rates (up to 30%) of post-traumatic stress
disorder (PTSD), major depressive disorder and/or
other anxiety disorders have consistently been reported
in individuals who have experienced or witnessed
violent events (Levy & Sidel, 2013; Razik et al. 2013).
Dissociative symptoms as a component of PTSD inclu-
ded now as a specifier in the Diagnostic and Statistical
Manual-5 (DSM-5), or as individual symptoms have
also previously been noted to be present at high rates
(25%–80%) in individuals who have witnessed or being
exposed to violence (Gershuny & Thayer, 1999; Britvić
et al., 2015). Indeed, the intensity, type (including sexual
and physical violence) and frequency of traumatic
events have been associated with the presence of
dissociative symptoms (Briere, 2006; Ruiz et al. 2008;
Olsen et al. 2013). However, a relative dearth of research

has examined the clinical and socio-demographic fac-
tors associated with the presence of such dissociative
symptoms in regions where high levels of violence are
present; with no studies to date to our knowledge
examining these factors in a Pakistan cohort.

The diagnostic criteria for PTSD utilizing the
Diagnostic and Statistical Manual of Mental Disorders
5 (DSM-5) can be divided into five main clusters:
(1) traumatic exposure, (2) presence of intrusive symp-
toms associated with traumatic event(s), (3) avoidance
of stimuli associated with traumatic event(s),
(4) negative alterations in mood and cognition and
(5) alterations in reactivity and arousal, providing
symptom duration is greater than 1 month, functional
impairment is evident and symptoms are not attribu-
table to the physiological effects of any psycho-active
substance or another medical condition (American
Psychiatric Association, 2014; Weathers et al. 2013a).
Dissociative symptoms or reactions are categorized in
the second cluster and occur on a continuum with the
most extreme expression being a complete loss of
awareness of present surroundings. In addition, as
stated one can specify if PTSD occurs with dissociative
symptoms which include persistent or recurring
symptoms of depersonalization or derealization.

Dissociative symptoms can be categorized as
three factors: (1) absorption or imaginal involvement,
(2) depersonalization/derealization and (3) amnesia

* Address for correspondence: B. Hallahan, Department of
Psychiatry, National University of Ireland, Galway, Ireland.
(Email: brian.hallahan@nuigalway.ie)

Irish Journal of Psychological Medicine (2018), 35, 127–133. © College of Psychiatrists of Ireland 2018 ORIGINAL RESEARCH
doi:10.1017/ipm.2017.84

https://doi.org/10.1017/ipm.2017.84 Published online by Cambridge University Press

mailto:brian.hallahan@nuigalway.ie
http://crossmark.crossref.org/dialog/?doi=10.1017/ipm.2017.84&domain=pdf
https://doi.org/10.1017/ipm.2017.84


based on the widely used Dissociative Experiences
Scale (DES) (Bernstein & Putnam, 1986). ‘Absorption’
refers to narrowing of the attention span to become
immersed in a single stimulus (external or internal
stimuli such as a thought or image) while neglecting
other stimuli in the environment. This model has
been supported in clinical populations but has less
demonstrated specificity in non-clinical populations
(Stockdale et al. 2002; Dalenberg & Paulson, 2009; Ruiz
et al. 2008; Soffer-Dudek et al. 2015).

In this study, we aimed to ascertain the frequency
and types of symptoms experienced by individuals
(third-level students) in the Khyber Pakhtunkhwa
province of North-West Pakistan secondary to witnes-
sing or experiencing trauma who previously were not
diagnosed with a DSM-5 mental disorder. In addition,
we wanted to ascertain if dissociative symptoms
experienced were predicted by specific demographic
and/or clinical variables.

Method

Participants

Participants consisted of University students over
18 years of age, attending one of four Universities in the
Khyber Pakhtunkhwa regionwho had experienced at least
one previous traumatic event, who responded to an
advertisement placed in the university relating to the
study. Individualswho previously attained treatment for a
Diagnostic and Statistical Manual-5 (DSM-5) mental dis-
order including a substance use disorder were excluded.
Demographic data collected in 2016 included age, gender,
educational, marital, family and socio-economic status.

Psychometric instruments

The following psychometric instruments were
conducted.

1. Life Events Checklist (LEC-5): the LEC-5 is a 17-item
self-report measure designed to screen for traumatic
events in a respondent’s lifetimewith responses on a
six-point Likert scale ranging from ‘happened to me’
to ‘doesn’t apply’ (Weathers et al. 2013a). The LEC-R
has good psychometric indices with a reliability co-
efficient of 0.80 (Gray et al. 2004).

2. Post-traumatic stress disorder checklist (PCL-5): the
PCL-5 is a 20-item self-report checklist that assesses
symptoms of PTSD in adults (>18 years of age), with
responses for each item on a five-point Likert scale
ranging from ‘not at all’ to ‘extremely’. (Weathers
et al. 2013b). The proposed cut-off for a diagnosis of
PTSD on this 80 point scale is 38, with symptoms
categorized as in DSM-5 into five clusters: (1)
exposure to trauma, (2) re-experiencing or intrusive
thoughts of trauma, (3) avoidance of stimuli

associated with traumatic events, (4) negative
alterations in mood and cognition, (5) alterations in
reactivity and arousal. The PCL-5 has good psycho-
metric indices with a reliability co-efficient of 0.95
(Ashbaugh et al. 2016).

3. Dissociative Experiences Scale (DES). The DES is a
28 items self-report visual analogue scale with scores
ranging from 0% to 100% relating to the frequency of
dissociative experiences for each item with values
>30% suggestive of pathology (Bernstein & Putnam,
1986). It includes three components: (1) absorption
or imaginative involvement, (2) amnesia and
(3) depersonalization/derealization. The reliability
co-efficient of the DES (translated into Urdu version
for this study) was 0.94.

4. Depression Anxiety Stress Scale (DASS-42). The
DASS-42 is a 42 item, self-report scale (Lovibond
& Lovibond, 1995), assessing symptoms of
depression and anxiety on a four-point Likert scale
and includes three components: (1) depression,
(2) anxiety and (3) stress. The DASS-42 has good
psychometric indices with an overall reliability
co-efficient of 0.94 and reliability coefficients of
0.83–0.85 for the three sub-components (Lovibond
& Lovibond, 1995).

The DES (Lewis et al. 2013) and DASS-42 (Zafar &
Khalily, 2005) had previously been translated into
Urdu, whilst the study authors translated the LEC-5
and PCL-5 into Urdu for the purpose of this study.

Ethical approval was attained before the commence-
ment of this study from the Clinical Research Ethics
Committee for the Psychology Department at the Inter-
national Islamic University Islamabad with individual
approval attained from the heads of each of the four
third-level institutions included in this study.

Data analysis

Statistical analysis was performed using the Statistical
Package for Social Sciences 22.0 for Windows (SPSS;
IBM, Armonk, NY, USA). Independent t-tests were
utilized to compare parametric data whilst χ2 or Fish-
er’s exact tests were utilized to undertake analysis for
categorical data. Regression analyses were performed
to predict if demographic or clinical factors were pre-
dictive of symptoms of PTSD.

Results

Demographic and clinical characteristics of the 303
participants fulfilling inclusion criteria are presented in
Table 1. Of note, most students were single (85%), of
socio-economic class III (85%) and 52% of participants
were male. The median number of traumatic events
experienced was 5, with the most commonly reported
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traumatic events being victim of an accident (26.2%) or
of a physical assault (20.0%) (Table 2). Based solely on
scores from psychometric instruments, there was a high
prevalence of pathology (PTSD= 28%; dissociative
experiences= 40%) with ‘extremely severe’ anxiety
present in 20% of individuals (Table 3). The number of
traumatic events experienced was weakly but sig-
nificantly correlated with scores on all psychometric
instruments (p< 0.01) with the greatest correlations for
total DES score (r= 0.30) and PCL-5 (r= 0.31). Male
gender was associated with experiencing more trau-
matic events (χ2= 13.17, p< 0.01). Gender was not
associated with differences in DASS-42, PCL-5 or DES
scores (after controlling for exposure to traumatic
events).

PTSD symptoms as measured with the PCL-5 were
predictive of 24% of the variance of dissociative
experiences, with symptoms of exposure to trauma
(B= 0.67, p< 0.01) and re-experiencing or intrusive
thoughts of the trauma (B= 2.07, p< 0.01) most pre-
dictive (Table 4). Similar findings were noted in relation
to the predictive value of the PCL-5 for the sub-
components of the DES scale, with negative altera-
tions in mood and cognition and alterations in
reactivity and arousal additionally predictive of
depersonalization/derealization and absorption at
p< 0.01 (Table 4). PCL-5 scores were predictive of 45%
of the variance of DASS-42 scores, with the DASS
components of re-experiencing or intrusive thoughts
of the trauma (B= 1.39, p< 0.01) and alterations in
reactivity and arousal (B= 1.94, p< 0.01) most pre-
dictive for total and all three sub-scales of the DASS-42
(Table 4).

Discussion

In a cohort of previously undiagnosed and untreated
third-level students in the Khyber Pakhtunkhwa pro-
vince of North-West Pakistan, high levels of traumatic
events had been experienced or witnessed, findings
consistent with previous reports in a study conducted

Table 1. Demographic and clinical data

Variables n (%)

Gender
Male 158 (52.1)
Female 145 (47.9)

Marital status
Single 282 (93.1)
Married 21 (6.9)

Family status
Separate 138 (45.5)
Combine 165 (54.5)

Socio-economic status
I–II 29 (9.6)
III 258 (85.0)
IV–V 16 (5.4)

Degree being undertaken (NQF level)
7/8 97 (32.0)
9 171 (56.4)
10 35 (11.6)

Number of times exposed to a traumatic event
1 34 (11.2)
2–5 137 (45.2)
>5 132 (43.6)

Mean (S.D.), range
Age (in years) 21.7 (2.8), 18–33
PCL-5 25.8 (14.3), 0–66
DES totala 27.3 (16.9), 0–81
Amnesia/imaginal involvement 16.4 (14.5), 0–67
Depersonalization/derealization 21.4 (16.7), 0–81
Absorption 25.7 (14.0), 0–59

DASS-42 total 41.5 (21.8), 0–107
Depression 12.9 (7.4), 0–37
Anxiety 13.3 (7.6), 0–361
Stress 5.2 (8.9), 0–50

DASS-42, Depression Anxiety Stress Scale-42; DES,
Dissociative Experience Scale; NQF, National Qualifications
Framework; PCL-5, Post-traumatic Stress Disorder Checklist-5.

a Scores reflect percentage scores with possible range of
0%–100%.

Table 2. Traumatic events experienced

n (%)

Physical assault
Assault with a weapon (gun, bomb, knife) 82 (6.4)
Assault without a weapon (significant physical
assault resulting in injury)

173 (13.6)

Sexual assault 82 (6.4)
Victim of kidnaping 32 (2.5)
Accident
Transportation (car, train, boat, plane) 174 (13.6)
Injury at home, work or social environment 104 (8.2)
Exposure to toxic substances (toxic chemicals
or radiation)

56 (4.4)

Exposure to violence
Exposure in a war-zone environment (in military
or as a civilian)

51 (4.0)

Witness of major trauma outside a war
environment

122 (9.6)

Witness of a homicide or suicide (in non-war zone) 84 (6.6)
Witness of accident resulting in death 107 (8.4)
Inflicted serious injury or caused death to another
individual

35 (2.7)

Other severe traumatic events experienceda 174 (13.6)

a Includes trauma related to medical or surgical treatment,
diagnoses with life threatening injury, victim of significant
verbal abuse, victim of natural disasters or fires.
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in Karachi (Khan et al. 2016). In addition, high rates of
symptoms consistent with PTSD, were noted, although
individuals participated on the basis of experiencing a
traumatic event. This high rate of PTSD is not surpris-
ing given a recent previous study in the region noting
an approximate 15% rate of PTSD in the population
(Razik et al. 2013). Additionally high rates of anxiety
and depressive symptomatology were noted and in
excess of other studies conducted in the region in indi-
viduals exposed to trauma (Yazdani & Shafi, 2014).

Dissociative symptoms were present in 40% of indi-
viduals with symptoms of PTSD statistically predictive
for all three components of dissociative symptoms,
with the greatest predictive value demonstrated for
‘absorption/imaginal involvement.’ Absorption/
imaginal involvement was the most common dis-
sociative symptom present, and shares some of the
clinical features of PTSD including vivid recollections,
difficulty in attention and concentration and has pre-
viously reported to be particularly elevated where
traumatic events have been experienced (Alper et al.
1997). Several theories exist to explain the presence of
dissociative symptoms in PTSD, including the trauma/
avoidance model and the cognitive/sensory depriva-
tion model. The trauma/avoidance model suggests
that dissociation occurs as a consequence of trauma
exposure, largely to avoid experiencing difficult emo-
tions, cognitions and physical sensations (Waller et al.
2001; Dalenberg et al. 2012). The cognitive/sensory
disintegration model views dissociation as occurring
secondary to biological, cognitive and psychological
trait-like factors that reduce the capacity to maintain

sensory and cognitive integration under stress such as
experience a significant trauma (Merckelbach & Muris,
2001; Lynn et al. 2014).

The co-occurrence of dissociative symptoms in PTSD is
associated with greater functional impairment (Cloitre
et al. 2002; Norman et al. 2007) and lower response rates
with trauma-focused treatment (Cloitre et al. 2004; Spitzer
et al. 2007; Price et al. 2014). Conversely, when identified,
an amelioration in dissociative symptoms has been
associated with additional improvements in overall
stress levels and other co-morbid symptoms related to
PTSD (Brand & Stadnik, 2013), suggesting that ther-
apeutic interventions for individuals diagnosed with
PTSD should focus on all symptoms including dis-
sociative symptoms.

This study has a number of limitations. First, definitive
causality between exposure to trauma and the presence
or onset of symptoms, was not possible given the cross-
sectional nature of the study. Second, formal operational
diagnoses were not attained in relation to PTSD or other
diagnoses, however our aim was to ascertain the asso-
ciation between different symptoms in a cohort of trau-
matized individuals rather than assign diagnoses and all
instruments employed have good psychometric indices.

Conclusion

Individuals with symptoms of PTSD, also experienced
other psychopathology including dissociative symp-
toms; with the presence of intrusive thoughts and
alterations in reactivity and arousal predictive of dis-
sociative symptoms. The identification and treatment

Table 3. Symptom severity

Above diagnostic
threshold [n (%)]

Mild
[n (%)]

Moderate
[n (%)]

Severe
[n (%)]

Extremely
severe [n (%)]

DASS-42
Depression 193 (63.7) 54 (17.8) 91 (30.0) 38 (12.5) 10 (3.3)
Anxiety 230 (75.9) 31 (10.2) 80 (26.4) 58 (19.1) 61 (20.1)
Stress 143 (47.2) 50 (16.5) 57 (18.8) 31 (10.2) 5 (1.7)

DES
Total 120 (39.6)
Amnesia 60 (19.8)
Depersonalization/derealization 98 (32.3)
Absorption/imaginal involvement 118 (38.9)

PCL-5 85 (28.1)

DASS, depression and Anxiety Stress Scale; DES, Dissociative Experiences Scale; PCL-5, Post-Traumatic
Stress Disorder Checklist.
Cut-off scores on DASS-42 for depression (10–13=mild, 14–20=moderate, 21–27= severe, 28+ = extremely
severe), anxiety (8–9=mild, 10–14=moderate, 15–19= severe, 20+ = extremely severe), and stress
(15–18=mild, 19–25=moderate, 26–33= severe, 34+ = extremely severe) (Lovibond & Lovibond, 1995).
Cut-off score for PCL-5 is 33 (Weathers et al. 2013b).
Cut-off score for DES and sub-components is 30% (Bernstein & Putnam, 1986).
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of dissociative and other symptoms in individuals who
have been exposed to trauma may potentially amelio-
rate an individuals’ functioning and quality of life.
Future studies adopting a longitudinal designmay help

clarify the interaction between symptoms experienced,
and potentially identify appropriate therapeutic inter-
ventions that include strategies for managing dis-
sociative symptoms.

Table 4. Predictive value of post-traumatic stress disorder checklist (PCL-5) total score

Variables B F df p R2

DES total 18.67 5, 297 < 0.001 0.24
Traumatic exposure 0.67**
Re-experiences/intrusion 2.07**
Avoidance −0.32
Negative alterations in mood and cognition 1.04*
Alterations in reactivity and arousal 1.29*

Amnesia/imaginative involvement 11.36 5, 297 <0.001 0.17
Traumatic exposure 0.14**
Re-experiences/intrusion 0.58**
Avoidance −0.37
Negative alterations in mood and cognition 0.18
Alterations in reactivity and arousal 0.20

Depersonalization/derealization 11.98 5, 297 <0.001 0.17
Traumatic exposure 0.13**
Re-experiences/intrusion 0.53**
Avoidance −0.01
Negative alterations in mood and cognition 0.32**
Alterations in reactivity and arousal 0.04

Absorption 19.08 5, 297 <0.001 0.24
Traumatic exposure 0.13*
Re-experiences/intrusion 0.38*
Avoidance 0.29
Negative alterations in mood and cognition 0.24
Alterations in reactivity and arousal 0.58**

DASS total 49.42 5, 297 <0.001 0.45
Traumatic exposure 0.16
Re-experiences/intrusion 1.39**
Avoidance 0.12
Negative alterations in mood and cognition −0.06
Alterations in reactivity and arousal 1.94**

Depression 41.87 5, 297 <0.001 0.41
Traumatic exposure 0.05
Re-experiences/intrusion 0.44**
Avoidance 0.01
Negative alterations in mood and cognition 0.01
Alterations in reactivity and arousal 0.63**

Stress 45.11 5, 297 <0.001 0.43
Traumatic exposure 0.04
Re-experiences/intrusion 0.50**
Avoidance 0.04
Negative alterations in mood and cognition −0.01
Alterations in reactivity and arousal 0.71**

Anxiety 35.53 5, 298 <0.001 0.37
Traumatic exposure 0.06
Re-experiences/intrusion 0.45**
Avoidance 0.08
Negative alterations in mood and cognition −0.05
Alterations in reactivity and arousal 0.60**

DES, Dissociative Experiences Scale; DASS, Depression Anxiety and Stress Scale. *p< 0.05, **p< 0.01.
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